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English Forms) with the following sequential data collection steps:
122
Step I -demographic questions; II-anthropometric measurements; and III-biochemical 123 measurements [16] . 124 Anthropometric measurements: These included height, weight, and waist circumference. Body 125 mass index (BMI) was then calculated as the ratio of weight in kilograms and height in meter 126 square. BMI scores ≥30 kg/m 2 were considered obese [17] . Central obesity was defined based on 127 a waist circumference ≥102 or ≥88 cm for men and women, respectively [18] .
128
Biochemical measurements: Twelve-hour fasting venous blood samples were collected for 129 assessment of glycosylated hemoglobin (HbA 1 c), high density lipoprotein cholesterol (HDL-C), they were previously diagnosed with hypertension or have been using any sort of anti-137 hypertensive medication regardless of their blood pressure readings. Diabetes mellitus was 138 defined as per the WHO and American Diabetes Association (ADA) criteria as, HbA1c ≥6. 5%, 139 or by previous diagnosis of diabetes or were on anti-diabetes medication [20] . The results of changes in the method of food preparation and dietary awareness in the 174 overall population after migration are presented in figures 1 and 2 respectively. More than one 175 third of the population adopted newer methods of food preparation. Barbeque was the most 176 popular method, followed by the eating of raw vegetables (salads).Close to half of the study 177 population showed substantial improvement in dietary awareness and exerted certain efforts to 178 look for ingredients and find healthier options during food purchase. Chi-square test was used to determine difference in proportions between two groups.
206
* HbA 1 C, glycosylated hemoglobin 207 208 Table 3 describes the distribution of awareness and practice scores of healthy dietary habits.
209
There were higher scores for both awareness (p=0.06) and practice (p<0.0001) of healthy food 210 behavior in females than males. Longer duration of residency improved awareness (p=0.004) and 211 presence of disease showed better practice score (p=0.003). Changes in method of food preparation due to migration in the presence and absence of 237 comorbidities were also assessed and presented in Table 5 . The study participants with 238 comorbidities mostly preferred not to change their previous method of food preparation. calorie intake, which poses risk for chronic diseases [28] . Of utmost concern, these findings matter of concern. This finding must however reflect on better awareness and practices, but the 308 multivariate analysis showed that only diabetes, among all the comorbidities, had an influence on 309 awareness of healthy diet. Furthermore, healthy practices did not appear to be associated with the 310 presence of any of the diseases. The possible explanation for this finding could be the efforts of 311 the national diabetes control program, which prioritizes mass education on diabetes prevention.
212

312
The practices remain an individual's choice and depend on the individual's personal perception 313 and attitude towards health. The present study showed an inclination towards fast food after 314 migration. These findings certainly have substantial implications on health, prompting necessary 315 action by policy makers. By increased affordability and vast availability of almost every kind of 316 commercial giants selling fast foods in Saudi Arabia, not only the immigrants but the population 317 en masse is at risk of obesity and other cardiovascular disorders.
318
Limitations of the study 319 Generalizability of the results of this study is one of the major limitations. Since the study 320 participants were enrolled from a single center, the study sample may not be representative of the 321 population. Moreover, the study population was well-qualified in terms of education; as a result, 322 the role of literacy in dietary acculturation could not be assessed due to the absence of less 323 educated groups in the sample. Additionally, the high level of education would have also 324 contributed to the increased levels of awareness. We therefore recommend future research 325 involving a large representative sample of the population. In the present study, the cross sectional 326 study design used could not establish causation and could only report the frequency at one point 
